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SUMMARY
In a system with universal health insurance, the authors studied the relationship of socioeconomic status (SES) to children_s hospital admissions, including those for ambulatory care sensitive (ACS) conditions. They reviewed annual data for all children born in Toronto during 1993-2001 (n=255,284 , followed in nine birth cohorts). SES was assigned according to the quintile for average income of the census tract of residence at birth, with 1 being lowest and 5 being highest. ACS conditions included asthma; bacterial pneumonia; grand mal seizures; dehydration; severe ear, nose, and throat infections; kidney/urinary infection; and several others. These accounted for 32% of all admissions; the first four listed were responsible for 80% of ACS admissions.
Children in income quintile 1 (Q1), about 39% of the total, had the highest proportion of recent immigrants, single-parent households, younger mothers, and low birth weights. Their hospital admission rates were higher at all ages, for every cohort, for every year, and for both ACS and non-ACS conditions. In comparison with income quintile 5 (Q5), their overall hospitalization rates for ACS conditions were, on average, 50% higher, with similar differences for individual ACS conditions. Hospitalization rates for all children were highest in the first year of life: 147/ 1,000 for girls and 203/1,000 for boys. Rates declined during the study period. By 2001, the Q1 rate for all ages was 141/1,000; for Q5, it was 125/1,000. Declines in asthma admission rates were noted for all income quintiles during the study period, as well as increases in rates for dehydration.
COMMENTARY
The sizable proportion of ACS admissions found in a population that does not encounter financial barriers to ambulatory care casts some doubt on the argument that health insurance or its absence have an important relationship to Bpreventableĥ ospitalization in children. That the most affluent children fare better than the -mail: kslobach@AOL.com) poorest in this regard adds to the likelihood that there are other, more complex factors involved in the management and severity of these conditions.
In a related commentary on this paper, Steiner questions some underlying assumptions about the meaning and use of ACS hospitalizations per se in health services research. * Can they in fact be prevented by appropriate ambulatory care? Are they truly different from other conditions that result in hospitalization? Are there actually interventions that will have an effect on the frequency of ACS hospitalization? He suggests that there is insufficient research to support affirmative answers to these queries.
Conceptual issues aside, we are left with the recognition that the data presented here substantially weaken one element of the economic argument for providing all children with health insurance, i.e., when insurance covers ambulatory care, some hospitalizations and their associated costs will be reduced. Fortunately, other economic factors, as well as social, political, and moral considerations, remain to convince us of the need for ensuring that all children have financial access to health care. We also must acknowledge that socioeconomic disparities in health will not disappear with the advent of universal health insurance, but it is reasonable to assume that, in the absence of insurance for those who lack it, we can hardly begin to address the problem of disparities. 
SUMMARY
Previous work in the development and validation of a Pediatric Risk of Admission II score (PRISA II) allowed these investigators to test the association of race/ethnicity and severity-adjusted hospital admission rates from among 8952 patients at 13 emergency departments (ED). The PRISA II scores the severity of illness using 19 historical, physiologic, and therapeutic variables that predict the risk for medically mandatory hospital admission. Quintiles for predicted admission risk were established according to the PRISA II score. A standardized admission rate (SAR) was calculated as the ratio of observed admission rates to mandatory admission rates predicted by the PRISA II score, with a SAR of 1.0 indicating that total admissions equaled the PRISA II predicted admissions. A SAR of more than 1 indicates more admissions than those predicted by illness severity.
White children had the highest crude admission rates. Hispanic children had the highest PRISA II (baseline severity) scores. The SAR for whites was 1.7, compared to 1.1 and 1.0 for blacks and Hispanics, respectively. When examined by quintile for admission risk, the disparity for hospital admission between whites and the two minority groups resided almost entirely in the two lowest quintiles for severity where the SAR for whites was 2.0 and 1.5, and that for the minorities was close to 1. These differences were highly statistically significant. The authors interpret their findings as consistent with the overadmission of white patients who were less severely ill rather than the underadmission of black and Hispanic patients who were LOBACHmore severely ill and suggest that, in this situation, Bmore health care is not always better.Ĉ OMMENTARY When a study finds that white children who show up in an ED are more likely to be admitted to the hospital than are black or Hispanic children, various explanations will come to mind. For example, since minority children are more likely to use the ED as a regular source of routine care, then perhaps the white children have come for more serious conditions. However, it is the unique contribution of this study to show that, at least in this particular series, it is not the case that the level of white admissions was related to the degree of severity of the condition. Therefore, what might be some other explanations?
The authors are careful to say that their study design does not permit them to advance reasons for the observed differences. However, a mere commentator need not be so inhibited. Could the concerns and assertiveness of parents and the responsiveness of ED personnel differ by race and ethnicity? If that were the case, the idea of Boveradmission^would work to the disadvantage of the white child because it is never a good idea to be in the hospital unless it is truly necessary. It should also be noted that data on the study children did not include their insurance status. That would lead to the consideration that, unlike in Canada, better insurance coverage for the white population under the inequitable US system would allow or even encourage admissions for less compelling medical reasons.
Throughout the literature, examples of racial-ethnic disparities abound, accompanied by a crowd of possible explanations and calls for further investigation. The unusual disparity reported here, if confirmed in other ED studies, deserves the same attention.
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